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GOALS 
 
Overarching Goals 
The Oregon Health Authority (OHA) is providing 
this tool to assist with Oregon’s health system 
transformation work, with specific focus on the 
health and quality of life of Oregon’s “dual eligible” 
members (those who are eligible for both Medicare 
and Medicaid).  
 
The overarching goals of this tool is to leverage 
Oregon’s coordinated care model (CCM) to create 
additional opportunities to address alignment for 
dually enrolled Oregonians.  
 
Dual alignment includes a focus on care 
coordination strategies, improved care transitions, 
improved member engagement and 
communication, administrative policy approaches, 
addressing health equity, health promotion and 
use of population health management tools which 
ultimately assist in meeting Oregon’s Triple Aim of 
better health and better care at lower costs.  
 

Goals applicable to Oregon’s State 
Innovation Model (SIM) Grant 

1. Spread elements of Oregon’s coordinated care 
model 

 
a. Improve Medicaid/Medicare Alignment to 

improve care coordination through Health 
System Transformation, including patient 
centered primary care homes by January 
2016.   
 

b. Address Medicare-Medicaid administrative 
alignments and quality improvements, 
delivery system reforms, and address shared 
accountability for Medicare-Medicaid, long-
term care and CCO-LTSS alignment activities. 
 

c. Develop communications to increase member 
awareness of benefits of managed 
care/coordinated care.     
 

d. Expand CCO care coordination model to 
Medicare to meet improved care 
coordination goals through enhanced 
Medicare-Medicaid affiliations. 

 
2. Reduce per-member per-month trend for duals 

by 1 percentage point by 2016 *      

   
Other Goals 
It may be possible to match areas of the tool to 
existing CCO goals and strategies through current 
transformation plans or LTSS-CCO memorandums 
and goals set to areas on the tool.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

 
 
 
 
 

 
(*Oregon State Innovation Model Operational Plan) 
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THE TOOL – PURPOSE & VALUE 
 
About the Tool 
This tool is meant to assist you in review of CCO 
and community approaches to serving dual eligible 
members.  This tool is meant for CCO’s use in 
identifying opportunities to address dual eligible 
populations and sub-populations by providing a 
menu of best practice ideas that might be of value 
to your CCO.  
 
This tool is not a report. It does not have a due 
date. As with other work currently underway in 
Oregon, taking a look at your duals approaches and 
current methods could provide opportunities that 
might not otherwise be easily identified to improve 
approaches that specifically address duals care 
coordination, engagement and communication 
among other areas covered by this tool.      
 
We highly recommend starting with sections of the 
self-assessment checklist and reviewing with teams 
in internal meetings at the CCO.  How are you 
doing at specifically adapting work to meet unique 
needs of dual eligible members? The tool can help 
you record your current status on work, identify 
priority areas you want to focus on, and later on 
see how your organization is moving forward on 
dual member alignment.     
 
The list of strategies is vast, with some taking more 
planning, effort and resources, while others may 
just not have been things you have consciously 
addressed during your CCO start-up process.    
 
The resource section also will point you in the 
direction of evidenced-based examples that may 
be of value to review as you make decisions on 
how to address gaps and needs.   
 
How to Use This Tool 
We have gathered best practice strategies into one 
document to create a simple process to identify 
alignment opportunities. This is a tool designed for 
Oregon CCOs and partners to examine their current 
practice for dual eligible members and to identify 

opportunities to target strategies which can 
streamline communication and system challenges, 
meet quality of care goals, and monitor progress at 
achieving population specific targets.   
 
This tool is meant to bring together the best of 
current knowledge and advice on integration for 
dual eligible members to improve health outcomes, 
quality of life, and member satisfaction in a format 
you can use at your local/regional level.    
 
Under each focus section, a series of key strategies 
listed as best practice sub-topics and examples 
illustrate items to be considered in assessing your 
current processes and opportunities to address 
system barriers or challenges for dual members.   
 
The tool allows for self-assessment of current 
status and goal-setting.  While Oregon is on the 
forefront of best practices, we have combed 
through a full range of documents to pull together 
the items we have included in this tool which 
include both Oregon and outside of Oregon 
examples.  We have also left you space to add 
additional innovative approaches you are putting in 
place to serve duals within your CCO or in 
partnership with your community and providers,  
since we know that Oregon CCOs are developing 
unique approaches that may prove to be best 
practices to share with other’s nationally down the 
road.    
 
The tool also points out some places where use of 
rapid cycle process improvement (PDCA) may help 
you monitor and take action on areas where you 
aren’t sure how things are happening (i.e. are 
member referrals to community programs 
happening?).   
 
The areas of focus on the tool:  Communication, 
Population Health Management, Care 
Coordination,  Care Transitions,  Health Promotion,   
Engagement,  Health Equity, and Administrative 
Policy Approaches and Leadership. Strategies and 
methodologies listed here may also be helpful for 
general care coordination and CCO work to reduce 
health disparities and meet Triple Aim goals.    
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Suggestions around adopting or monitoring quality 
and metrics in areas around care coordination, care 
transitions or population health management are 
topics which may need to be discussed in more 
detail in quality and measurement forums, or 
within your own CCO data management teams.       
 
The tool has best practice ideas that are likely to 
connect with work you are hoping to achieve this 
year through your new CCO-LTSS MOUs or your 
transformation plans.    
 
Some of the items are easier to put in place than 
others which might take a bigger lift, such as 
building IT system supports to make data sharing 
happen in a way that best supports your work for 
dual eligible members.   We have included a wide 
variety of practices collected from national 
materials, so some may be more aspirational than 
practical given current status and plan priorities.   
 
Communication tools suggested here may also 
require Medicare or State Medicaid review as part 
of your CCO adoption process, so please be aware 
that this tool does not change communication 
approvals process.   
 
CMS Alignment will be a meeting where CCOs can 
continue to work with the State to look at ways to 
improve alignment for dual eligibles through 
communications. Ideally, we have provided you 
with topics and best practice strategies that will 
assist you in moving toward your existing goals as a 
coordinated care organization while also 
specifically identifying challenge areas around dual 
Medicare-Medicaid members you serve.   
 
Important Tool Sections 
Please note the Self-Assessment Checklist and 
Blank Planning Tool, as well as the list of references 
by topic area included in this document.   
 
Tool Focus Areas 
We have chosen several areas for you to look at 
duals alignment approaches within your CCO and 
community, many of which may connect with other 

work you are already focused on to address 
performance or outcome measures or 
improvements to customer service for members.    
 
The eight areas of focus included in the tool are:  
Communication, Population Health Management, 
Care Coordination,  Care Transitions,  Health 
Promotion, Engagement, Health Equity and 
Administrative Policy Approaches/Leadership.    
 
The Executive Summary will highlight these 8 areas 
and best practice sub-topics. Additional best 
practice examples will be provided later in this 
document and can be used as a full checklist to go 
through to choose areas you are interested in 
addressing to improve alignment and customer 
service for dual eligible members.    
 
We also provide a blank copy of the tool for you to 
create your own targeted work plan and focus for 
your team’s chosen focus. The goal is for each CCO 
to use this information in a way that works best –
this could be through an internal plan workgroup, 
or through meetings with your CAC or LTSS or 
affiliated Medicare plans.   
 
How Do We Use this Tool for Assessment of 
Current Status? 
The checklist portion of this tool will allow you to 
walk through each area and review a number of 
best practices to see which ones you might already 
be doing, as well as which you might want to focus 
on in the next few years.   OHA TA support is 
available as noted in this document to be available 
to support you in this process and is customizable 
to your desired process.   
 
Periodically repeating the assessment portion of 
the tool can assist you in tracking changes being 
implemented. You will probably prefer to take a 
small bite of the tool in particular areas rather than 
trying to work through it all at once. You might 
decide certain sections are better for your care 
coordination staff to take the lead working through 
and reporting back on, or would be best working 
through in concert with your community advisory 
council. You may also decide that your internal 
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leadership will walk through various sections of the 
tool in a series of meetings over several months, 
and development of prioritization and action 
planning will come once you fully have a sense of 
what is in place, then reviewing what might be best 
places for action.    
 
Remember that technical assistance is available to 
you to work through these processes and consider 
your options for how you will use the tool, what 
might be the best way to engage staff with the 
tool, and assistance with prioritization and action 
planning meetings. So please do not hesitate to 
engage our TA support!  
 
How Do We Use this Tool for Documenting 
Progress Toward Selected Goals? 
The blank form provided for you at the end of this 
document allows you to select areas for focus, best 
practice strategies being chosen, set timelines for 
completion, and come back for progress checks at 
selected intervals.   
 
For focus areas chosen, the tool can serve as a 
progress report on goals at self-determined 
intervals. At a minimum, we would suggest an 
annual evaluation of progress. Document your 
progress over multiple years by reviewing 
increased percentage of items addressed.  
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TECHNICAL ASSISTANCE 
 
Contact for SIM Funded Technical Assistance 
Technical assistance will be available for CCOs from 
OHA’s Medical Assistance Program’s Medicare-
Medicaid Operations and Policy Analyst Jennifer 
Valentine.    
 
Jennifer will be able to schedule visits to individual 
CCOS to assist with working through the tool. If you 
have any questions about using the tool, what type 
of process might work best for your unique setting, 
or to ask for OHA support with meetings to review 
the tool, take on action planning, or have any other 
questions, do not hesitate to request consultation 
and support.   
 
To request a technical assistance visit or team 
meeting facilitation for CCO and partner 
conversation around this tool, please contact 
Jennifer Valentine, with the Division of Medical 
Assistance Programs at the Oregon Health 
Authority. Jennifer can be reached at 503-945-6800 
or Jennifer.B.Valentine@state.or.us.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

  

mailto:Jennifer.B.Valentine@state.or.us
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KEY FOCUS AREAS & BEST PRACTICE 
SUB-TOPICS 
 
Communication 
 
C1. Adopt integrated communications for duals 
 
C2. Adopt communication best practices to 

improve health literacy and member 
engagement 

 
C3. Establish communication protocols for 

information sharing across CCO-MA/SNP plans 
and/or CCO-LTSS to improve care coordination 
for dual eligible members 

 
C4. Support development of protocols and training 

for front-line communications staff to improve 
communication to dual eligible members    

 
C5. Monitor improvements in customer satisfaction 

with communication   
 
C6. Ensure providers are fully aware of CCO work 

to improve duals care coordination, billing 
issues, and reduce administrative burdens. 

 
C7. Develop communication channels with 

stakeholders around service delivery system 
improvements to address the diverse needs of 
all plan enrollees 

 
 

 
 
 

 
 
Population Health Management  
 
PHM1. Plan Level Population Health Monitoring 
 
PHM2. Support Provider Practice Level Population 

Health Monitoring 
 
PHM3. Utilize clinical data to monitor population 

health 
 
PHM4. Monitor outcome and quality measures 
 

 
 
Care Coordination 
 
CC1. Identify and prioritize high needs members 
 
CC2. Develop Individualized Care Plans 
 
CC3. Engage primary care homes in care 

coordination where applicable with supports 
from CCO 

 
CC4. Plan for Care Transitions process 
 
CC5. Engage Individuals, Caregivers, and Identify 

preferences 
 
CC6. Establish and Maintain Care Teams through a 

locally-driven, collaborative process, ensuring 
team membership meets regularly to address 
care needs of individual members 
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CC7. Engage LTSS Innovator Agents to help work 
through challenges or to engage targeted 
planning and conversations between CCO and 
LTSS, DD and senior advocate partners 

 
CC8. Monitor Care Teams and document care 

coordination improvements/outcomes 
 
CC9. Establish provider and care coordination role 

relationships and regular interactions process   
 
CC10. Promote provider relationship building 

across care domains by encouraging primary 
care, LTSS and behavioral health to co-
participate in learning collaboratives and 
care conferences for complex care patients. 

 
CC11. Promote care team continuing education 

concerns around specific geriatric and 
disability health needs (i.e. education on 
how to assess for cognition, manage 
dementia, assess for falls, engage 
family/friend caregivers, assess need for 
social support and interactions, etc.) 

 
ACA Definition of Person-Centered Planning 
Person-centered planning is a process directed by 
the person with LTSS needs. It may include a 
representative who the person has freely chosen, 
and/or who is authorized to make personal or 
health decisions for the person.  
 
The PCP should also include family members, legal 
guardians, friends, caregivers, and others the 
person or his/her representative wishes to include.  
 
The PCP should involve the individuals receiving 
services and supports to the maximum extent 
possible, even if the person has a legal 
representative.  
 
The PCP approach identifies the person’s strengths, 
goals, preferences, needs (medical and HCBS), and 
desired outcomes. The role of agency workers (e.g., 
options counselors, support brokers, social workers 
and others) in the PCP process is to enable and 
assist people to identify and access a unique mix of 

paid and unpaid services to meet their needs and 
provide support during planning. The person’s 
goals and preferences in areas such as recreation, 
transportation, friendships, therapies, home, 
employment, family relationships, and treatments 
are part of a written plan that is consistent with the 
person’s needs and desires. 
Preferences may include, for example, the 
following concepts related to the person’s 
experience and necessary supports: 
 
• Family and friends • Housing • Employment • 
Community integration • Behavioral health • 
Culture • Social activities • Recreation 
• Vocational training • Relationships • Language 
and health literacy • Other community living 
choices 
 
The PCP assists the person to construct and 
articulate a vision for the future, consider various 
paths, engage in decision-making and problem 
solving, monitor progress, and make needed 
adjustments to goals and HCBS in a timely manner. 
It highlights individual responsibility including 
taking appropriate risks (e.g. back-up staff, 
emergency planning). It also helps the team 
working with the individual to know the person 
better. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Care Transitions 
 
CT1. Adopt Evidence-based Care Transition 

Models/Initiate Care Transition Programs and 
policies to ensure positive care transitions 
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(effectively targeted for high-risk beneficiaries, 
ROI shows can be as high as 250%) 

 
CT2. Expand care transitions models to extend to 

address whole person health (i.e. innovative 
functional-and lifestyle-oriented programming 
beyond traditional health benefits covered by 
health care) 

 
CT3. Engage traditional health workers such as 

patient navigators, peer wellness counselors 
or community health workers to support 
transitional needs 

 
CT4. Create communication and technology 

mechanisms to share patient needs with 
multiple provider teams that include primary 
care, LTSS, behavioral health, community-
based services, and others as identified for 
specific patient care needs 

 
CT5. Designing systems and processes to rapidly 

and effectively respond to changes in patient 
conditions[ especially to avoid use of 
unnecessary services, particularly emergency 
department visits or hospitalizations, 
ensuring all partners receive needed 
communication to respond] 

 
Health Promotion (including Chronic Disease 
Management) 
 
HP1. Create effective referral and feedback loops 
to ADRC or Public Health Evidence-Based Health 
Promotion Programs 
 
HP2. Promote chronic disease self-management 
skills and self-care efficacy (i.e. such as 
patient/family centered simulations for home care 
skills) for all dual eligible clients with at least one 
chronic condition 
 
HP3. Utilize pro-active health risk assessments that 
include social, home, community supports and 
functional health status to tailor medical and non-
medical supports and care supports 
 

HP4. Work closely with your CCO’s community 
advisory council(s), ADRC, and local non-profits 
regarding access to community-based health 
promotion programs for dual eligible members 
 
Engagement 
 
E1. Adopt strategies to reach members, including 

homeless and “hard-to-reach” members 
 
E2. Engage member and family/caregiver in care 

conferences and care planning 
 
E3. Develop Strong member outreach mechanisms, 

consumer friendly member services (e.g., call 
systems), and provide patient navigators, 
advocates, ombudsmen to support and assist 
clients  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Health Equity 
 
HE1. Identify and recognize cultural practices and 

beliefs that impact care planning and 
member preferences 

 
HE2. Ensure member access to 

information/materials through use of trained 
interpreters, translated materials, materials 
with appropriate health literacy levels, and 
alternative formats as necessary 

 
HE3. Promote care team continuing education 

concern around best practice methods to 
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meet health equity goals and improve cultural 
sensitivity/competency of care 

 
HE4. Analyze population health data specific to 

dual eligibles as well as CCO core health 
outcomes measures by race, ethnicity, 
disability status, zip code, and income  

 
HE5. Healthcare Delivery to Address Health 

Inequities 
 
 
Administrative Policy Approaches/ Leadership 
 
A1. The health plan’s culture should reflect a 

commitment to integrated & coordinated care 
 
A2. Adopt recognition and organizational policies 

which encourage examination of non-medical 
factors (proven as powerful as medical factors 
in determining health care utilization) 

 
A3. Administrative leadership drives plan decisions, 

policy development and technology adoption 
to focus on commitment to high performance 
in key quality indicators applicable to 
specialized member populations/services (both 
publicly reported and plan‐specific indicators, 
including member‐reported quality of life, 
quality of service, and quality of care) 

 
A4. Leadership demonstrates commitment to 

implementing and disseminating best practices 
throughout the plan (through mechanisms such 
as formal staff development, education and 
training programs, and/or regular use of 
outside experts with focus on building plan‐
wide competencies and best practices) 

 
A5. Alternative Payment Models/ Incentives and/or 

Penalties (discussion with OHA recommended 
to be sure approaches meet CMS regulations) 

 
A6. Leadership implements organizational person-

centered approaches and policies for serving 
clients. [Overall member experience includes 
getting needed care quickly, as well as a 

seamless care across CCO, Medicare and LTSS 
providers] 

 
A7. Lead development of business associate 

agreements to enhance Medicare Advantage 
(MA) and MA Dual Special Needs Plan (DSNP) 
and CCO communication/alignment 
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SECTION B: Tools for Coordinated 
Care Organizations 
 

SELF-ASSESSMENT CHECKLIST 
Review duals best practices within your CCO and 
community 
 

CCO BLANK PLANNING FORM 
Target areas and select strategies, Set Goal 
Timelines, Monitor Progress toward Goals  
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approaches, “E.M. Davidson, J.J. Liu, R. Bhopal, M. White, M.R.  Johnson, G.Netto, C. Wabnitz , A. Sheikh   Milbank Q. 

Dec;91(4):811-51, 2013 

“Smoking cessation interventions for ethnic minority groups--a systematic review of adapted interventions, “J.J. Liu , C. 

Wabnitz, E. Davidson, R.S. Bhopal , M. White, M.R.  Johnson, G.Netto, A. Sheikh   Prev Med. 2013 Dec;57(6):765-75 

http://healthsciences.org/evidence-based-health-coaching-motivational-interviewing-action
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“Effectiveness of cultural adaptations of interventions aimed at smoking cessation, diet, and/or physical activity in ethnic 

minorities.  a systematic review, “ VNierkens, M.A. Hartman, M. Nicolaou,  C. Vissenberg, E.J. Beune, K. Hosper,  I.G.van 

Valkengoed,  K. Stronks  PLoS One. Oct 7;8(10):e73373, 2013 

“Current approaches to support the psychosocial care of African American adults with diabetes: a brief review,”  J.A. 

Mitchell , J. Hawkins  Soc Work Public Health. 29(6):518-27, 2014 

“Development and Implementation of a Culturally Tailored Diabetes Intervention in Primary Care,”  CY Osborn, KR 

Amico , N Cruz, R Perez-Escamilla , SC Kalichman, AA O'Connell , SA Wolf, JD Fisher,  Transl Behav Med.  Sep;1(3):568-

479, 2011.   

HEALTH PROMOTION/CHRONIC DISEASE MANAGEMENT:  PEOPLE WITH DISABILITIES AND/OR SEVERE PERSISTANT 

MENTAL ILLNESS 

“From the Paralympics to public health: increasing physical activity through legislative and policy initiatives, “C.A. 

Blauwet , L.I Iezzoni,  American Academy of Physical Medicine and Rehabilitation,  PM R. Aug;6(8 Suppl):S4-10, 2014 

“GRAIDs: a framework for closing the gap in the availability of health promotion programs and interventions for people 

with disabilities, “ J.H. Rimmer, K.A. Vanderbom, L.G. Bandini , C.E. Drum, K. Luken, Y. Suarez-Balcazar , I.D. Graham 

Implement Sci. Aug 14;9:100,  2014 

“Park-based afterschool program to improve cardiovascular health and physical fitness in children with disabilities, “ K. 

Haney K, S.E. Messiah, K.L. Arheart, E. Hanson, A. Diego, J. Kardys, K. Kirwin, R. Nottage, S. Ramirez, G. Somarriba, L. 

Binhack,  Disabil Health J. Jul;7(3):335-42, 2014 

“ The Healthy Lifestyle Change Program: a pilot of a community-based health promotion intervention for adults with 

developmental disabilities,“ A.T. Bazzano, A.S. Zeldin, I.R. Diab, N.M. Garro, N.A. Allevato, D. Lehrer   Am J Prev Med. 

Dec;37(6 Suppl 1):S201-8, 2009 

Report:  An Inventory & Environmental Scan of Evidence-Based Practices for Treating Persons in Early Stages of Serious 

Mental Disorders,  Developed for SAMHSA by NASMHPD and NRI February 2015 

Paving the Way:  Meeting transition needs of young people with developmental disabilities and serious mental health 

conditions,  M.Davis, P. Jivanjee, N. Koroloff, produced by the Transitions to Independence Project at the Research and 

Training Center on Family Support and Children’s Mental Health, Regional Research Institute, Portland State University  

http://www.pathwaysrtc.pdx.edu/pdf/pbPavingTheWayMonograph.pdf 

“Lifestyle Interventions for Adults With Serious Mental Illness: A Systematic Literature Review, “ L. J. Cabassa, J.M. Ezell, 

R. Lewis-Fernandez    Psychiatr Serv., 61(8): 774–782,  Aug. 2010 

“From Silos To Bridges: Meeting The General Health Care Needs Of Adults With Severe Mental Illnesses, “ M. Horovitz-

Lennon, A.M. Kilbourne, and H. A. Pincus,  Health Aff , vol. 25 no. 3, May 2006 

INTEGRATION OF BEHAVIORAL HEALTH INTO CARE COORDINATION & THE PATIENT CENTERED PRIMARY CARE HOME 

Primary Care Behavioral Health Toolkit,  Patient Centered Primary Care Institute and Mountainview Consulting Group.  

http://www.pcpci.org/sites/default/files/resources/PCBH%20Implementation%20Kit_FINAL.pdf 

http://www.pathwaysrtc.pdx.edu/pdf/pbPavingTheWayMonograph.pdf
http://www.pcpci.org/sites/default/files/resources/PCBH%20Implementation%20Kit_FINAL.pdf
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“Joint principles: Integrating behavioral health care into the patient-centered medical home”  Working Party Group on 

Integrated Behavioral Healthcare, Fam Syst Health. Jun;32(2):154-6, 2014 

“Behavioral health integration: an essential element of population-based healthcare redesign, “ S.M Levey, B.F. Miller, 

F.V. Degruy 3rd. Transl Behav Med. Sep;2(3):364-71, 2012 

A Guidebook of Professional Practices for Behavioral Health and Primary Care Integration:  Observations From 

Exemplary Sites, D. J. Cohen,  M.M. Davis, J. D. Hall, E.C. Gilchrist, B.F. Miller,  AHRQ,  March 2015  (AHRQ Publication No. 

14-0070-1-EF) http://integrationacademy.ahrq.gov/sites/default/files/AHRQ_AcademyGuidebook.pdf 

Lexicon for Behavioral Health and Primary Care Integration, AHRQ, April 2013 (AHRQ Publication No.  13-IP001-EF) 

http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf 

Provider- and Practice-Level Competencies for Integrated Behavioral Health in Primary Care:  A Literature Review,  C. R. 

Kinman, E.C. Gilchrist, J. C. Payne-Murphy,  B. F. Miller,  March 2015,  (AHRQ Publication No. 14-0073-EF) 

http://www.ccooregon.org/media/uploads/AHRQ_AcadLitReview.pdf 

“Integrating Behavioral Health within Medicaid Accountable Care Organizations: Emerging Strategies” D. Brown- Kozick,  

P. Riley,  K. Suter, M. Spaan, M. Fischer,  Center for Health Care Strategies and Commonwealth Fund webinar,  February 

2015.   

Technical Assistance Brief “Considerations for Integrating Behavioral Health Services within Medicaid Accountable Care 

Organizations,” D. Brown and T. McGinnis. Center for Health Care Strategies, July 2014 

“Mental health collaborative care and its role in primary care settings, “ D.E. Goodrich, A.M. Kilbourne, K.M. Nord, M.S. 

Bauer  Curr Psychiatry Rep. Aug;15(8):383, 2013 

“ Health Care for Patients with Serious Mental Illness: Family Medicine's Role, “ N. E. Morden, L. A. Mistler, W.B. Weeks,  

S.J. Bartels  J Am Board Fam Med, March/April 2009.   

“Late-Life Depression and Mental Health Services in Primary Care, “ D.B. Wagenaar, M.A. Mickus, K.A. Gaumer. C.C. 

Colenda,  J Geriatr Psychiatry Neurol vol. 15 no. 3 134-140, Fall 2002 

AHRQ Innovations Exchange, Innovations Profile:  Person-Centered Care for Residents with Dementia Exhibiting 

Aggressive Behavior Reduces Psychiatric Hospitalizations and Behavior-Related Medications, “Reimagining Care”  R.J. 

Karasik, J. Berry  Journal of Dementia Care :121(3):28-31, May/June 2013  

SBIRT Oregon http://www.sbirtoregon.org/ 

INTEGRATION OF MEDICAID –MEDICARE:  FOCUS ON DUAL -ELIGIBLES  

Integrated Care for People with Medicare and Medicaid: A Roadmap for Quality, National Committee for Quality 

Assurance (NCQA), March 2013 

“Using Lessons from Disease Management and Care Management in Building Integrated Care Programs,”  J. Libersky, M. 

Au, and A. Hamblin,  Integrated Care Resource Center Technical Assistance Brief,  CMS/Center for Health Care Strategies,  

April 2014 

“Key Attributes of High-Performing Integrated Health Plans for Medicare-Medicaid Enrollees”; Center for Health Care 

Strategies Brief,  August 2014 

http://integrationacademy.ahrq.gov/sites/default/files/AHRQ_AcademyGuidebook.pdf
http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf
http://www.ccooregon.org/media/uploads/AHRQ_AcadLitReview.pdf
http://www.sbirtoregon.org/
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“State Approaches to Integrating Physical and Behavioral Health Services for Medicare-Medicaid Beneficiaries: Early 

Insights”  M. Herman-Soper and B. Ensslin, Center for Health Care Strategies Brief,  February 2014.   

“Developing Health Homes to Effectively Serve Medicare-Medicaid Enrollees”; A. Lind, and A. Hamblin, Integrated Care 

Resource Center Technical Assistance Brief, CMS/Center for Health Care Strategies,  September 2013 

“Low Cost, Low Administrative Burden Ways to Better Integrate Care for Medicare-Medicaid Enrollees”,   Integrated 

Care Resource Center Technical Assistance Brief, CMS/Center for Health Care Strategies,  June 2012  

“ Medication Use in Medicare Beneficiaries with Medical and Psychiatric Conditions, 2009-2011”, N.D. Shippee, K. Hall, J. 

Zeglin, B. O’Donnell,  and B.A. Virnig,  AHRQ Data Points #9: , AHRQ Effective Healthcare Program. 

“Medicaid Managed Care for People with Disabilities”  National Council on Disability,  2013.   

“An Investigation of Medicare Advantage Dual Eligible Member Level Performance on CMS Five-Star Quality Measures: 

Results of Analyses on Social Determinants of Health”,  C Teigland, Ph.D. Senior Director, Statistical Research, 

presentation to National Association of Medicaid Directors (NAMD) April 16, 2015. 

“Medicaid’s Role for Dual Eligible Beneficiaries”, “Medicare’s Role Dual Eligible Beneficiaries”, Kaiser Family Foundation, 

April 2012 

“Best Bets for Reducing Medicare Costs for Dual Eligible Beneficiaries,”  R. Brown and D. R. Mann, Mathematica Policy 

Research, Kaiser Family Foundation Health Policy Brief,  October 2012. 

“Encouraging Integrated Care for Dual Eligibles”, Resource Paper,  M. Bella & L. Palmer, Center for Health Care 

Strategies, Inc., 2009  

“Disability, Health, and Multiple Chronic Conditions Among People Eligible for Both Medicare and Medicaid, 2005–

2010,” M.H. Fox & A. Reichard Prev Chronic Dis; 10:130064, 2013 

“High-cost users among dual eligibles in three care settings,”  J. Yip , C.M. Nishita, E.M. Crimmins, K.H. Wilber  J Health 

Care Poor Underserved ;18(4):950–65, 2007 

 “Managing the care of dual eligible beneficiaries: a review of selected state programs and special needs plans.”  J.M. 

Verdier, M. Au M, J.Gillooly  Mathematica Policy Research Inc; 2011.  

“The Projected Effect of the Affordable Care Act on Dental Care for Adult Medicaid Enrollees, “ P. Flynn, K. Thiede-Call, J. 

Kemmick-Pintor, N. Elmi   Journal of Health Care for the Poor and Underserved,  Volume 25, Number 1, February 2014 

Supplement 

“Care for Dual Eligibles, “ Health Affairs Health Policy Brief,  June 13, 2012. 

The “Dual Eligible” Opportunity:  Improving Care and Reducing Costs for Individuals Eligible for Medicare and Medicaid,”  

K. Davenport, R. Markus-Hodin,  J. Feder, Center for American Progress and Community Catalyst,  December 2010  

http://www.communitycatalyst.org/doc-store/publications/dual_eligibles.pdf 

Estimated Federal Savings Associated with Care Coordination Models for Medicare-Medicaid Dual Eligibles, K. E. Thorpe,  

Emory University for AHIP 

INTEGRATION OF PHARMACY INTO CARE COORDINATION & THE PATIENT CENTERED PRIMARY CARE HOME  

http://www.communitycatalyst.org/doc-store/publications/dual_eligibles.pdf
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“Integrating patient safety and clinical pharmacy services into the care of a high-risk, ambulatory population: a 

collaborative approach, “ CM Robbins, T Stillwell, D Johnson, S Wilson, L Fitzgerald J Patient Saf. Jun; 9(2):110-7, 2013 

“Integration of collaborative medication therapy management in a safety net patient-centered medical home, “ L.R. 

Moczygemba , J.V. Goode, S.B. Gatewood, R.D. Osborn, A.J. Alexander, A.K. Kennedy, L.P. Stevens LP, G.R. Matzke,  J Am 

Pharm Assoc Mar-Apr;51(2):167-72, 2011 

“Development and integration of pharmacist clinical services into the patient-centered medical home, “  H. J. Berdine, 

M.L. Skomo,   J Am Pharm,   Assoc  Sep-Oct;52(5):661-7, 2012 

“Guidelines for pharmacists integrating into primary care teams, “ D. Jorgenson,  D. Dalton, B. Farrell, R.T. Tsuyuki, L. 

Dolovich  Can Pharm J (Ott). 146(6): 342–352, Nov. 2013  

“The Expanding Role of Pharmacists in a Transformed Health Care System”,  National Governor’s Association Paper, 

2015 http://www.nga.org/files/live/sites/NGA/files/pdf/2015/1501TheExpandingRoleOfPharmacists.pdf 

“Integrated Pharmacy Models in Primary Care”,  The Advisory Board Company, R. Tyrrell,  White Paper, Dec. 2014 

“Practical Strategies for Pharmacist Integration with Primary Care:  A Workbook of Things We Wish We Knew Before We 

Started”,  A. G. Kennedy, M.A. Biddle,  The University of Vermont College of Medicine, Office of Primary Care  

http://www.uvm.edu/medicine/ahec/documents/PharmacistsinPrimaryCareWorkbook_FinalWebVersion_000.pdf 

The Patient-Centered Medical Home: Integrating Comprehensive Medication Management to Optimize Patient 

Outcomes,    T. McInnis, E. Webb, and L. Strand.  Patient-Centered Primary Care Collaborative, June 2012. 

https://www.pcpcc.org/sites/default/files/media/medmanagement.pdf 

“Pharmacists belong in accountable care organizations and integrated care teams, “ Smith M, Bates DW, Bodenheimer 

TS   Health Aff. 32(11):1963-70, Nov. 2013. 

“Effects of home-based primary care on Medicare costs in high-risk elders. Journal of the American Geriatrics Society, “  

De Jonge, Jamshed, Gilden, Kubisiak, Bruce, & Taler ,  62(10) 1825-31, 2014. 

“A Community-Based Pilot Study of a Diabetes Pharmacist Intervention in Latinos: Impact on Weight and Hemoglobin 

A1c, “ A. M. Castejón, J. L. Calderón, A.Perez, C. Millar, J. McLaughlin-Middlekauff, N. Sangasubana, G. Alvarez, L. Arce, P. 

Hardigan, S. E. Rabionet  Journal of Health Care for the Poor and Underserved,  Volume 24, Number 4, November 2013, 

Supplement 

AHRQ Innovations Exchange:  Promoting Medication Therapy Management for At-Risk Populations A New Innovations 

Exchange Learning Community https://innovations.ahrq.gov/node/8274 

How-to Guide: Prevent Adverse Drug Events by Implementing Medication Reconciliation: Prevent adverse drug events 

(ADEs) by reliably implementing medication reconciliation at all transitions in care — admission, transfer, and discharge, 

Dec. 2011 from the Institute for Healthcare Improvement is available at: 

http://www.ihi.org/knowledge/Pages/Tools/MedicationSafetyReconciliationToolKit.aspx 

Making Health Care Safer II: An Updated Critical Analysis of the Evidence for Patient Safety Practices. Chapter 25 

Medication Reconciliation Supported by Clinical Pharmacists (NEW), L. Lo, J. Kwan,  O. A. Fernandes, and K. G Shojania,  

Evidence Reports/Technology Assessments, No. 211. Agency for Healthcare Research and Quality (US); March 2013 Mar 

http://www.nga.org/files/live/sites/NGA/files/pdf/2015/1501TheExpandingRoleOfPharmacists.pdf
http://www.uvm.edu/medicine/ahec/documents/PharmacistsinPrimaryCareWorkbook_FinalWebVersion_000.pdf
https://www.pcpcc.org/sites/default/files/media/medmanagement.pdf
https://innovations.ahrq.gov/node/8274
http://www.ihi.org/knowledge/Pages/Tools/MedicationSafetyReconciliationToolKit.aspx
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LONG-TERM SERVICES AND SUPPORTS: 

“The Basics: National Spending for Long-Term Services and Supports (LTSS), 2011”  National Health Policy Forum, 

February 1, 2013. 

“Medicaid Home and Community-Based Services Measure Scan: Project Methodology Contract Report” ,  S Galantowicz, 

The MEDSTAT Group, Inc. ,  funded by the Agency for Healthcare Research and Quality (AHRQ) under Contract No. 

HHSA29020060042C. 

Guidance to HHS Agencies for Implementing Principles of Section 2402(a) of the Affordable Care Act: Section 2402(a) of 

the Affordable Care Act – Guidance for Implementing Standards for Person-Centered Planning and Self-Direction in 

Home and Community-Based Services Programs, HHS, June 6, 2014 

Picture of Housing and Health: Medicare and Medicaid Use Among Older Adults in HUD-Assisted Housing, The Lewin 

Group,  Report from U.S. Department of Health and Human Services, Assistant Secretary for Planning and Evaluation, 

Office of Disability, Aging and Long-Term Care Policy, March 2014 

“End-Of-Life Treatment Preference among Low-Income Older Adults: A Race/Ethnicity Comparison Study, “ E. Ko, J. Lee  

Journal of Health Care for the Poor and Underserved , Volume 25, Number 3, August 2014 

Scan Foundation 2013 Annual Report:  Aging with Dignity: Reflecting on Five Years of Working to Improve the Lives of 

Older Adults http://www.thescanfoundation.org/sites/default/files/2013_tsf_annual_report.pdf 

ORAL HEALTH AND THE TRIPLE AIM: EVIDENCE AND STRATEGIES TO IMPROVE CARE AND REDUCE COSTS: (see also 

Health Disparities section)  

“Oral Health and the Triple Aim: Evidence and Strategies to Improve Care and Reduce Costs”,  State Health Policy 

Briefing from National Academy for State Health Policy,  April 2015 

“Dental-Related Emergency Department Visits on the Increase in the United States,” T. Wall and K. Nasseh,  American 

Dental Association Health Policy Institute, 2013 

Strategic Plan for Oral Health in Oregon: 2014-2020 ,  Oregon Oral Health Coalition,  Oregon Health Authority,  and Oral 

Health Funders Collaborative of Oregon and SW Washington, Fall 2014 

http://www.orohc.org/sites/default/files/Strategic%20Plan%20for%20Oral%20Health%20in%20Oregon.rev_c.pdf 

Oral Health Status and Access to Oral Health Care for U.S. Adults Aged 18-64: National Health Interview Survey, 2008,  

Centers for Disease Control, Vital and Health Statistics,  2012.   

OREGON SPECIFIC PUBLICATIONS & RESOURCES 

“Oregon’s Business Plan Framework for Health Information Technology and Health Information Exchange (2014-2017) 
Health Information Technology Task Force Recommendations” , Oregon Health Authority May 30, 2014 
http://healthit.oregon.gov/Initiatives/Documents/HIT_Final_BusinessPlanFramework_2014-05-30.pdf 
 
Person- and Family- Centered Engagement Report, Oregon Medicaid Advisory Committee,  Oregon Health Policy and 
Research,  July 2013 
 
Oregon HB 2859 Task Force Report on Individual Responsibility and Health Engagement: Recommendations to Engage 
Members of the Oregon Health Plan,  Oregon Health Authority,  November 2013.   

http://www.thescanfoundation.org/sites/default/files/2013_tsf_annual_report.pdf
http://www.orohc.org/sites/default/files/Strategic%20Plan%20for%20Oral%20Health%20in%20Oregon.rev_c.pdf
http://healthit.oregon.gov/Initiatives/Documents/HIT_Final_BusinessPlanFramework_2014-05-30.pdf
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Oregon Health Authority Patient Centered Primary Care Home Program 2014 Recognition Criteria Technical Assistance 
Guide http://www.oregon.gov/oha/pcpch/Documents/TA-Guide.pdf  or www.PrimaryCareHome.oregon.gov 
 
Oregon Patient Centered Primary Care Institute http://www.pcpci.org/resources   or 
http://www.pcpci.org/programs/institute-programming 
 
Oregon Geriatric Education Center at OHSU, Geriatric Assessment Card Set 2014  
http://www.ohsu.edu/xd/education/schools/school-of-nursing/about/centers/oregon-geriatric-
education/upload/Complete2014cardset_3-14-14.pdf 
 
Report to the Centers for Medicare & Medicaid Services : Study Group Report on the Integration of Long Term Care 

Services Into the Global Budgets of Oregon’s Coordinated Care Organizations, December 2013.   

Strategic Framework for Coordination and Alignment between Coordinated Care Organizations and Long Term Care,  

Oregon Health Authority/Medicare-Medicaid Integration Team, Feb. 10, 2012 

“Overview of the 2014 External Quality Review Annual Report, “ J. Carson, P. Swanson,  Accumentra presentation to 

Oregon QHOC, May 2015.   

“Paving the Way:  Meeting transition needs of young people with developmental disabilities and serious mental health 

conditions, “ M.Davis, P. Jivanjee, N. Koroloff, produced by the Transitions to Independence Project at the Research and 

Training Center on Family Support and Children’s Mental Health, Regional Research Institute, Portland State University  

http://www.pathwaysrtc.pdx.edu/pdf/pbPavingTheWayMonograph.pdf 

Clinical Pharmacy Services and Pharmacist Provider Status in the State of Oregon, PBA Conference, April 21, 2015,  J. 

Bishop and S. Ramirez 

http://www.pharmacybenefitsacademy.com/sites/www.pharmacybenefitsacademy.com/files/assets/9-%20V2%20-

%20PBA%20West%20CPS%20presentation%20042015.pdf 

Oregon DHS Family Caregiver Guide   https://adrcoforegon.org/consite/explore-caregiver-supports.php 

Oregon Health Status Reports and Health Indicators 

http://public.health.oregon.gov/ProviderPartnerResources/PublicHealthAccreditation/Pages/HealthStatusIndicators.asp

x#data 

Oregon Cross Agency Health Improvement Project (CAHIP) , 2013-2015 

http://public.health.oregon.gov/PreventionWellness/HealthyCommunities/CAHIP/Pages/index.aspx 

Oregon’s Healthy Future:  Plan for Empowering Communities,  2013                                            

http://public.health.oregon.gov/About/Documents/oregons-healthy-future.pdf 

Oregon Early Learning Council and Oregon Health Policy Board Joint Subcommittee                                                        

http://www.oregon.gov/oha/Pages/elc-ohpb.aspx 

SBIRT Oregon http://www.sbirtoregon.org/ 

Strategic Plan for Oral Health in Oregon: 2014-2020,  Oregon Oral Health Coalition,  Oregon Health Authority,  and Oral 

Health Funders Collaborative of Oregon and SW Washington, Fall 2014 

http://www.orohc.org/sites/default/files/Strategic%20Plan%20for%20Oral%20Health%20in%20Oregon.rev_c.pdf 

http://www.oregon.gov/oha/pcpch/Documents/TA-Guide.pdf
http://www.primarycarehome.oregon.gov/
http://www.pcpci.org/programs/institute-programming
http://www.ohsu.edu/xd/education/schools/school-of-nursing/about/centers/oregon-geriatric-education/upload/Complete2014cardset_3-14-14.pdf
http://www.ohsu.edu/xd/education/schools/school-of-nursing/about/centers/oregon-geriatric-education/upload/Complete2014cardset_3-14-14.pdf
http://www.pathwaysrtc.pdx.edu/pdf/pbPavingTheWayMonograph.pdf
http://www.pharmacybenefitsacademy.com/sites/www.pharmacybenefitsacademy.com/files/assets/9-%20V2%20-%20PBA%20West%20CPS%20presentation%20042015.pdf
http://www.pharmacybenefitsacademy.com/sites/www.pharmacybenefitsacademy.com/files/assets/9-%20V2%20-%20PBA%20West%20CPS%20presentation%20042015.pdf
https://adrcoforegon.org/consite/explore-caregiver-supports.php
http://public.health.oregon.gov/ProviderPartnerResources/PublicHealthAccreditation/Pages/HealthStatusIndicators.aspx#data
http://public.health.oregon.gov/ProviderPartnerResources/PublicHealthAccreditation/Pages/HealthStatusIndicators.aspx#data
http://public.health.oregon.gov/PreventionWellness/HealthyCommunities/CAHIP/Pages/index.aspx
http://public.health.oregon.gov/About/Documents/oregons-healthy-future.pdf
http://www.oregon.gov/oha/Pages/elc-ohpb.aspx
http://www.sbirtoregon.org/
http://www.orohc.org/sites/default/files/Strategic%20Plan%20for%20Oral%20Health%20in%20Oregon.rev_c.pdf
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Trauma-Informed Oregon (Resources for Clinical Practice and Resources for Agencies, Organizations and Systems)  

http://traumainformedoregon.org/ 

PEOPLE WITH DISABILITIES: FUNCTIONAL STATUS, LIVING ENVIRONMENTS, AND QUALITY OF LIFE: 

“Health-related quality of life, anxiety and depression in young adults with disability benefits due to childhood-onset 

somatic conditions, ‘ E. Verhoof,  H. Maurice-Stam, H. Heymans, M. Grootenhuis  Child Adolesc Psychiatry Ment Health 

2013 Apr 15;7(1):12. 

“Health-related quality of life of children with physical disabilities: a longitudinal study, “ M. Law. S. Hanna, D. Anaby, M. 

Kertoy, G. King, L. Xu BMC Pediatr.; 14: 26, Jan. 2014.  http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3911963/ 

“Depression in Young People with Learning Disabilities: Identification and Accessing Support: A Scoping Exercise”  S.H. 

Bernard, The Judith Trust, Dec. 2012 

“A Triple Play: Psychological Distress, Physical Comorbidities, and Access and Use of Health Services among U.S. Adults 

with Disabilities, “ C. A. Okoro, S. Satvinder , C.L. Dhingra, Journal of Health Care for the Poor and Underserved  Volume 

25, Number 2, May 2014 

“Health and Housing among Low-Income Adults with Physical Disabilities,” P. Ho, T. Kroll, M. Kehn, P. Anderson, K.  M. 

Pearson   Journal of Health Care for the Poor and Underserved  Volume 18, Number 4, November 2007 

POPULATION HEALTH MANAGEMENT:   

“Effective Management of High-Risk Medicare Populations”, Avalere Health LLC, September 2014 and “Achieving 

Positive ROI via Targeted Care Programs”,  Avalere Health LLC and The Scan Foundation Brief, September 2014 

“Population Health Management in Medicare Advantage” , C Tompkins, A Higgins, J Perloff, G Veselovskiy, “ Health 

Affairs Blog,  April 2, 2013 

Population Health Management:  A Roadmap for Provider-Based Automation in a New Era of Healthcare, Report,  

Institute for Health Technology Transformation, 2012 

“The Care Span: Among Dual Eligibles, Identifying The Highest-Cost Individuals Could Help in Crafting More Targeted and 

Effective Responses “ ; T.A. Coughlin,. et al; Health Affairs; May, 2012 

“Dual-eligible reform: a step toward population health management, “  B. Eggbeer, K. Bowers, D. Morris Healthc Financ 

Manage. Apr;67(4):90-4, 96, 2013 

“Assessment of Risk Stratification Methods Identifying Patients for Care Coordination within a Medical Home,”  

presentation by L. R. Haas,  Academy Health Conference, June 26, 2012  accessed at: 

http://www.academyhealth.org/files/2012/tuesday/haas.pdf 

“Exploring the Promise of Population Health Management Programs to Improve Health,” Mathematica Policy Research 

Issue Brief, August 2011, http://www.mathematica-mpr.com/~/media/publications/PDFs/health/phm_brief.pdf 

 “Practice-Based Population Health: Information Technology to Support Transformation to Proactive Primary Care,  “ 

C.M. Cusak,  A.D. Knudson, J.L. Kronstadt, R. F. Singer, A.L. Brown , AHRQ,  July 2010  (AHRQ Publication No. 10-0092-EF) 

http://www.academyhealth.org/files/2012/tuesday/haas.pdf
http://www.mathematica-mpr.com/~/media/publications/PDFs/health/phm_brief.pdf
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Oregon Patient Centered Primary Care Home 2014 Recognition Criteria: TA Guide 

http://www.oregon.gov/oha/pcpch/Documents/TA-Guide.pdf 

“Registries Made Simple,” B. Bagley, and J. Mitchell,  Fam Pract Manag.;18(3):11-14, May-June 2011  

http://www.aafp.org/fpm/2011/0500/p11.html 

AAFP Risk Stratification and Care Management http://www.aafp.org/practice-

management/pcmh/initiatives/cpci/rscm.html 

High-Impact Leadership: Improve Care, Improve the Health of Populations, and Reduce Costs:  IHI White Paper,  S 

Swensen, M. Pugh, C. McMullan, A. Kabcenell  Institute for Healthcare Improvement; 2013. (Available at ihi.org) 
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